Whereas treatment targets those with mental illness, and prevention through risk reduction targets those vulnerable to mental illness, mental health promotion and protection targets those with optimal and less-than-optimal mental health. 8 Mental health promotion and protection seeks to promote maintenance or elevation of positive mental health and to protect against its loss. [8] [9] [10] Mental health promotion and protection is premised on the dual continuum model-that mental health and mental illness belong to 2 separate but correlated dimensions among the population. 11, 12 Findings from many studies [13] [14] [15] [16] [17] [18] [19] [20] [21] support the dual continuum: one indicating the presence or absence of mental health, the other indicating the presence or absence of mental illness symptoms. For example, the latent factors of mental illness and health correlate around -0.50, meaning only 25% of their variance is shared. 13 This modest correlation supports the viewpoint that mental health is not merely the absence of mental illness. 22, 23 Advances in the measurement of mental health 14, 24 permit investigation of the hypothesis that mental health, like health in general, 25 is a complete state. In this study, mental health is referred to as ''flourishing,'' a combination of feeling good about and functioning well in life. ''Languishing'' mental health is referred to as not feeling good about and not functioning well in life. Survey (prevalence) data reveal that those who are flourishing report the lowest crosssectional rates of the following: mental illness, limitations of activities of daily living, missed days of work, cardiovascular disease, physical health conditions at all ages, utilization of acute health care service, and prescription medication. 8, 13 Central to the mental health promotion and protection's promotion hypothesis is that gains in the level of mental health decrease the risk of future mental illness; central to the mental health promotion and protection's protection hypothesis is that loss of mental health increases the risk of future mental illness. We investigated both hypotheses with the 1995 and 2005 waves of the Midlife in the United States (MIDUS) National Study of Health and Well-Being. We also investigated the prevalence of mental health and illness over time (i.e., 1995 and 2005) and the stability of mental health and illness diagnoses.
METHODS
In 2009, we analyzed data from the national random-digit-dialing portion of the MIDUS study. The MIDUS national random-digit-dialing sample consists of English-speaking, noninstitutionalized adults who resided in the 48 contiguous states and whose household included at least 1 telephone. For each household contacted, a random respondent aged between 25 and 74 years was selected. Respondents were invited to participate in a telephone interview, after which they were mailed selfadministered questionnaires. Of those contacted, 70% agreed to participate in the telephone interview (n = 3485), and 87% of those completing the telephone interview also completed self-administered questionnaires, resulting in a sample size of 3032 in wave 1. Objectives. We sought to describe the prevalence of mental health and illness, the stability of both diagnoses over time, and whether changes in mental health level predicted mental illness in a cohort group.
Methods. In 2009, we analyzed data from the 1995 and 2005 Midlife in the United States cross-sectional surveys (n = 1723), which measured positive mental health and 12-month mental disorders of major depressive episode, panic, and generalized anxiety disorders.
Results. Population prevalence of any of 3 mental disorders and levels of mental health appeared stable but were dynamic at the individual level. of positive functioning did not specify any time frame. The psychological well-being scales, with a representative item in parentheses, were as follows: self-acceptance (''I like most parts of my personality''), positive relations with others (''Maintaining close relationships has been difficult and frustrating for me''), personal growth (''For me, life has been a continual process of learning, changing, and growth''), purpose in life (''I sometimes feel as if I've done all there is to do in life''), environmental mastery (''I am good at managing the responsibilities of daily life''), and autonomy (''I tend to be influenced by people with strong opinions''). The social well-being scales, with a representative item in parentheses, are as follows: social acceptance (''People do not care about other peoples' problems''), social growth (''Society isn't improving for people like me''), social contribution (''My daily activities do not create anything worthwhile for my community''), social coherence (''I cannot make sense of what's going on in the world''), and social integration (''I feel close to other people in my community''). 31, 33 The internal (a) consistency of the combined (11) On the basis of Keyes' criteria, 13, 24 to be flourishing, individuals must exhibit high levels (score in the upper tertile) on 1 of the 2 measures of emotional well-being and 6 of the 11 scales of positive functioning. To be diagnosed with languishing mental health, individuals must exhibit low levels (i.e., score in the lower tertile) on 1 of the 2 measures of emotional well-being and 6 of the 11 scales of positive functioning. Individuals were diagnosed with moderate mental health if they did not fit the criteria for either flourishing or languishing.
Other variables. Respondents' sociodemographic characteristics included race/ethnicity (coded White vs minority), employment status (currently employed part-or full-time vs all other), and marital status (currently married vs all other). We also included in analyses the chronological age, gender, and level of education attainment (ranges from less than a highschool diploma to a professional degree). Last, respondents indicated whether, in 1995, they had been diagnosed by a medical professional with any of 25 physical health conditions that were based on the Medical Outcomes Study (we did not include the 2 questions that measured ''substance abuse'' or ''emotional disorder''). 34 We coded this variable into a dichotomy (0 =no conditions in 2005; 1=1 or more conditions in 2005).
Statistical Methods
In all analyses we used weighted data and SPSS version 16.0 (SPSS Inc, Chicago, IL). We generated bivariate frequencies of mental health and illness to evaluate change over time in diagnosis. We used the c 2 statistic to assess whether differences in level-specific prevalence of mental health and mental illness were significant. We used correlation coefficients and the Wilcoxon rank order test to evaluate magnitude and statistical significance of differences over time for diagnosis of mental health and illness. We used logistic regression to generate prevalence odds ratios of mental illness in 2005 as a function of change in mental health levels between 1995 and 2005, baseline mental illness (1995), and the covariates. We repeated this analysis after we eliminated all prevalent cases of mental illness (only incident cases by 2005-operationalized as a new, not necessarily as a first, episode of mental illness).
For prevalence-and incidence-based analyses, we created a categorical variable that measured change in mental health between 1995 and 2005. A priori expectations from worst to best determined the 7 categories of the mental health variable: individuals who (1) stayed languishing, (2) declined to moderate (the 10 individuals who were flourishing in 1995 but languishing in 2005 were included here because of the small number and because sensitivity analyses revealed no effect on conclusions), (3) improved to moderate, (4) stayed moderate, (5) declined to moderate, (6) improved to flourishing (the 12 individuals who were languishing in 1995 but flourishing in 2005 were included because of the small number, and sensitivity analyses revealed no effect on conclusions), and (7) stayed flourishing. The latter category (i.e., stayed flourishing) was the reference category.
In a secondary analysis, change in mental health also entered logistic regression models as an ordinal, independent variable with values ranging from 1 (i.e., languishing in 1995 and 2005) to 7 (i.e., flourishing in 1995 and 2005).
We evaluated model adequacy with the Hosmer-Lemeshow fit statistic and an inspection of graphs of linear relationship of residuals with predicting and hat-matrix values outputted from regression models. 35 
RESULTS
Loss to follow-up analyses in Table 1 indicated that the retained longitudinal sample was composed of slightly fewer men, fewer adults in the youngest age cohort (aged 25 to 34 years in 1995), fewer minorities (especially the nonspecific category of ''other'' minorities), and fewer adults with a GED or less than high-school education than the original 1995 sample of 3032 adults.
However, follow-up losses were small, nearly nondifferential across variables of interest, and were therefore unlikely to introduce meaningful selection bias. The frequency distribution of outcomes and their known predictors (e.g., age) were similar between the 2 samples, with relative variability of less than 15%.
Stability of Mental Illness and Mental Health
The consistency over time in the classification of all mental disorders and the composite variable reflecting any mental illness was relatively low as measured by correlation coefficients that ranged from 0.26 to 0.35 (data not shown in tables). From 1995-2005, rank-order consistency was equal statistically for the 3 diagnoses of mental illness, with a tendency for significant negative rank on major depressive episode, for which P value on the Wilcoxon signed-rank statistic was borderline (P £ .06; data not shown). 
Testing the Promotion and Protection Hypotheses
As shown in Table 4 , those adults who were languishing at both time points were more than 6 times (odds ratio Whether individuals had any physical health conditions in 1995 had no effect on mental illness in 2005 (results not shown). Whereas race/ethnicity had no effect on mental illness in 2005, the adjusted log odds of any 2005 mental illness was higher among women, and the odds increased as chronological age decreased and as educational attainment decreased (results not shown).
Incidence of Any Mental Illness
Analysis of the same models in Table 4 , excluding adults with any 1995 mental illness, did not change the conclusions (results not shown). Compared with those who stayed flourishing, adults who either stayed languishing or became languishing were more than 7 times more likely to have had a 2005 mental illness. In turn, adults who either stayed at moderate (or improved to moderate) mental health were more than 3 times as likely as those who stayed flourishing to have had a 2005 mental illness, although the likelihood of those who stayed flourishing was found to be marginally significant at P = .076. Adults who declined from flourishing to moderate mental health were about 3 times as likely as those who stayed flourishing to have had a 2005 mental illness. The linear odds ratio for the change in the mental health variable was 0.74 (P < .001; 95% CI = 0.65, 0.83), indicating that the likelihood of the incidence of any 2005 mental illness declined by 26% for each unit of change in mental health.
DISCUSSION
The ethos of public health is embodied in the concept of health as a complete state. The pathogenic approach views health as the absence of illness; the salutogenic approach views health as the presence of positive states of functioning. 36 A third, integrative conception of health derives from the word hale, meaning whole or healthy, which is embodied in the World Health Organization's definition of health 25 and is supported scientifically by the dual continuum model. [14] [15] [16] [17] [18] [19] [20] [21] The ''whole health approach'' simultaneously involves mental illness services and mental health promotion and protection.
Our research supports the axioms of mental health promotion and protection. Gains in mental health decreased the odds, and losses of mental health increased the odds, of the incidence of mental illness. Therefore, promotion and protection of mental health can reduce mental illness in the population. Mental health is also dynamic at the individual level. Half of the mental illness reported by respondents in 2005 represented new cases (as defined by not meeting diagnostic criteria in 1995). Similarly, half of those respondents flourishing in 2005 were new cases, and more than half of those languishing in 2005 were new cases.
Although past mental illness is a good predictor of future mental illness, our findings revealed that moderate mental health is nearly as good a predictor, and languishing is a stronger, predictor of future mental illness. About half (49.2%) of the individuals in the study sample were free of any mental illness in 1995 but stayed at or changed to moderate mental health in 2005. This group had odds of mental illness in 2005 that were nearly as high as those of the 17.5% who had a mental illness in 1995. Moreover, 1 in 10 (10.4%) of the study sample was free of any mental illness in 1995 but stayed at or declined to languishing in 2005. This group had much higher odds of mental illness in 2005 than the 17.5% who had had a mental illness in 1995. Nearly 6 in 10 adults (i.e., 49% with moderate plus 10% with languishing = 59%) were free of mental illness (i.e., major depressive episode, panic disorder, or generalized anxiety disorder) but had as high or even a higher risk of developing a mental disorder as individuals who had 1 of those mental disorders in the past. Our findings therefore suggest the need for investing in mental health promotion and protection to complement the de facto approach of treatment and risk reduction for improving national mental health.
Limitations and Strengths
Our measure of mental health prevalence is sensitive to diagnostic thresholds. This study and previous research 24 adopted a combination of statistical (e.g., tertile cut-points) and rational (e.g., use of DSM number of symptoms to meet condition) diagnostic criteria for mental health. Although fewer than one quarter of adults in the study were flourishing in 1995 or 2005, any change in the diagnostic threshold (i.e., from the tertile to another criterion) would change point prevalence estimates. The Mental Health Continuum-Long Form (MHC-LF) used in the MIDUS study consisted of 40 items. The MHC-LF questionnaire format was considered by researchers and practitioners to be long and inefficient to administer in epidemiological surveillance. Establishing the diagnosis of flourishing and languishing in which an individual would have to be in upper tertile of distribution of response scale was also complex. However, these apparent weaknesses of the MHC-LF have no meaningful influence on our methodology and findings. The Mental Health Continuum-Short Form (MHC-SF; the PDF file of the MHC-SF, its brief description, and proper citations can be obtained at http://www.sociology.emory.edu/ ckeyes) was created to address the problem of the diagnostic threshold and to create a version more efficiently administered in epidemiological surveillance.
The 3-factor structure of emotional, psychological, and social well-being has been confirmed in nationally representative samples of US adults 37 and college students with the long form 38 and, with the short form, in nationally representative samples of adolescents aged between 12 and 18 years, 39 adults in the Netherlands, 20 and in Setswana-speaking South Africans. 40 Like the long form, the short form of the MHC has excellent internal consistency (all subscales >0.80) and exhibits good construct and discriminant validity. 40, 41 The 4-week test-retest reliability estimates for the short-form scales ranged from 0.57 for psychological well-being and 0.64 for emotional well-being to 0.71 for social well-being. 38 A key strength of our study is its longitudinal cohort design. The MIDUS sample was large enough to enable power sufficient for detecting meaningful temporal associations. Because the MIDUS study also measured the confounding effect of most known predictors of mental illness, we therefore controlled for that confounding effect. The MIDUS study included comprehensive and validated scales and diagnostic tools for mental illness and health.
Conclusions
The measures and diagnostic criteria of mental health may be useful as surveillance and clinical screening tools. These tools could be further evaluated for monitoring progress toward improvement of population-level mental health and mental illness, and for determining an individual's likelihood of developing mental illness. Our findings of a 10-year increase in prevalence of mental illness among women, younger participants, and those with less education-an overall increase that was independent from the baseline mental health status of those groups-has implications for developing interventions and supports for these specific population groups through mental health promotion and protection. j and E. J. Simoes contributed to the analyses and contributed to the writing of the article.
